Orthodontic space closure had always remained in focus due to complex biomechanics involved in almost all the treatment modalities. Although lot of efforts have been made from time to time to control the anchorage by complex wire bending or surgical methods like temporary anchorage devices (TAD's), but all have some added inherent disadvantage. An effort has been made to do carry out orthodontic space closure without any complex archwire bending or any surgically assisted method including TAD's.
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IntRoductIon
Retraction of anterior teeth is usually one of the most critical phases of orthodontic treatment. Various space closure modalities have been professed which simultaneously address the issues of deepening of bite and anchorage preservation. Whatever may have been the modality of treatment, the initial phase of alignment has always been mandatory; which affects the overall treatment time and also is taxing on the anchorage. Additional complications occurring due to reactionary forces on anchorage unit during retraction and intrusion may complicate the treatment mechanics and also affects the overall treatment duration.
In the following case report an attempt has been made to skip the initial alignment procedure for upper anterior and simultaneous retraction and intrusion was started at the very beginning of the treatment and that also without using any temporary anchorage devices (TAD's). This modality had many benefits of which the most important were: Reduced treatment duration, minimal efforts for anchorage preservation, and reduced overall treatment cost. Table 1 ]. Convergent jaw bases indicated a horizontal growth pattern. The upper incisors were severely proclined according to the Steiner analysis. Bolton tooth ratios were normal, but arch-perimeter analysis both showed an arch-perimeter discrepancy of 12 mm in the maxillary arch and 5 mm in the mandibular arch (taking the average size of lower central incisors into consideration).
tReatMent Plan
Treatment objectives were to level and align the arches and to maintain the posterior occlusion while retracting the upper anterior teeth to achieve an esthetic profile and to rehabilitate the lower central incisors.
To achieve the correct incisor position both intrusion and retraction was required. It was planned to achieve both intrusion and retraction simultaneously. Most of the mechanics professed for simultaneous retraction and intrusion require the alignment to be achieved first and then to start retraction and intrusion. We planned to modify the mechanics and wanted to achieve retraction and intrusion from the very beginning of the therapy. We modified the transpalatal arch (TPA) and made three loops instead of one central loop and Begg brackets were bonded to the palatal surface of upper incisors [ Figure 5 ]. These modifications were done to enable the use of elastics that run from the Begg brackets to the TPA that would result in a vector for both intrusion and retraction to be achieved simultaneously. tReatMent PRogRess 0.018" MBT preadjusted brackets were bonded. Begg brackets were bonded on the palatal surface of upper incisors, and the elastics were placed running from Begg brackets to the TPA. The elastics produced a force of 100 g. These elastics were changed every 7 days.
After 5 months, a substantial amount of intrusion and retraction was achieved; a space of approximately 2 mm was remaining. This balance space of 2 mm was utilized entirely for alignment of upper anterior [ Figure 6 ]. After the space closure, final detailing was done.
Meanwhile, in the lower arch the leveling and alignment were being achieved at the same time. Once the leveling and alignment was achieved; rehabilitation of the missing centrals was planned using implant [ Figure 7 ]. The space after leveling and alignment was not sufficient to replace both the lower centrals, hence it was planned to rehabilitate with a single incisor prosthesis. Since the bone at the implant site was not adequate for implant placement, ridge augmentation was done using a parasymphysis bone graft. After adequate healing the implant was placed, and the prosthesis was placed [ Figure 8 ].
tReatMent Results
After 18 months of treatment, the appliance was debonded [ Figures 9 and 10] . Posttreatment OPG and cephalogram a day before debonding was taken [ Figures 3 and 4] . Analysis of the cephalometric superimpositions showed intrusion and retraction of the maxillary anterior teeth was accomplished primarily by translation, with minimal tipping [ Figure 4 and Table 1 ].
case RetentIon
Post-treatment retention was provided with fixed lingual retainer in both upper and lower arches. Posttreatment follow-up was carried out after 1-year. Comparison of pretreatment, posttreatment and 1-year postretention cephalometric evaluation is shown in Table 1 .
case dIscussIon
Anchorage preservation is of great concern in patients with the severe protrusion. A variable amount of loss of anchorage had been reported by various authors with conventional retraction by sliding mechanics in premolar extraction cases. [1] [2] [3] Even maximum anchorage with segmental arch mechanics for simultaneous retraction and intrusion accounts for some amount of anchorage loss. [4, 5] Use of TAD's for reinforcement of orthodontic anchorage has become increasingly popular in last few years, especially for retraction and intrusion of anterior teeth. [6] [7] [8] [9] However the desired vector of forces during simultaneous retraction Orthopantomogram point of force application on the TPA was nearer to the center of resistance of the molars in a vertical plane to enhance the anchorage preservation. The directions of elastics were kept almost parallel to the resultant of forces for retraction and intrusion. The maximum force used was 100 g on each tooth on day 1 which kept on reducing gradually on subsequent days until the change of elastics on day 7. This kept the force level almost at a physiological level and did not tax the molars for anchorage. Eliminating the initial phase of alignment of upper anterior not only reduced the overall treatment time, but also spared the molars and maintained the available space entirely for correction of upper anterior. and intrusion of anterior teeth from buccal side and limited attached gingival width demand the insertion of TAD's to be in loose alveolar mucosa, which invites risk of infection and failure. [10] [11] [12] [13] [14] In the present case modified TPA with three distally directed U-loops was fabricated which not only aided in the reinforcement of anchorage but also provided an attachment for elastics. The brackets were bonded as apically as possible so that the point of force application remains nearer to the center of resistance of the teeth to avoid unnecessary lingual tipping of the crown and subsequent deepening of the bite. Even the conclusIon Although simultaneous retraction and intrusion of upper incisors with the use of TAD's and skeletal anchorage system has not only reduced lot of efforts for anchorage control but also simplified the overall mechanics but the complications like periimplantitis, surgical complications, and loosening of implants may affect the treatment outcome. Simultaneous retraction and intrusion of upper incisors with orthodontic elastics from modified TPA as mentioned in the case reports utilized the conventional tooth supported anchorage with minimal anchorage loss and proved highly efficient because:
• The retraction was started very early without a waiting period of initial alignment phase of upper anterior • The point of force application was nearer to the center of resistance of the anchorage unit
• Reduced treatment duration • Reduced treatment cost.
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